Results. Of the 782 eligible patients approached, 711 (91%) completed interviews. Participants were 53% Latino, 30% African American, and 17% white. Almost half of participants (n=325 [46%]) were food insecure. Foodinsecure participants were significantly younger (mean, 53 vs 56 years; P Ͻ .001), had lower household incomes (81% vs 70% reporting Ͻ$25 000 annually; PϽ.001), and were more likely to smoke (34% vs 17%; P Ͻ.001) than food-secure participants. Mean HbA 1c level was higher among food insecure than food-secure participants (8.54% vs 8.09%; P =.007).
Almost 28% of participants (n=197) reported 1 or more severe hypoglycemic episode in the previous year, and 9.4% of participants reported 4 or more episodes. Participants who were food insecure were significantly more likely than those who were food secure to report 4 or more episodes (12.6% vs 6.7%; odds ratio, 2.00 [95% confidence interval, 1.19-3.35] ). This association remained significant after adjusting for demographic factors and other risk factors for hypoglycemia with an odds ratio of 2.95 (95% confidence interval, 1.48-5.91). Food insecurity, problem alcohol use, comorbid illness burden, and body mass index were significantly associated with hypoglycemia in the fully adjusted model (Table) . Sensitivity analyses dichotomizing the hypoglycemia variable at 7 or more episodes or 12 or more episodes did not alter the results.
Among participants reporting hypoglycemic episodes, those who were food insecure were significantly more likely to attribute hypoglycemia to the inability to afford food (43.2% vs 6.8%; PϽ .001).
Comment. In our 2-city sample, we found that almost half of patients with diabetes seeking care in urban, safetynet community health clinics are at risk of hunger because of the inability to afford food. This food insecurity is a significant risk factor for frequent episodes of severe hypoglycemia, even after adjusting for other risk factors for hypoglycemia. We observed a higher prevalence of severe hypoglycemia (28%) than that reported in another study of community-dwelling adults (11%).
5
Food insecurity may partially explain this elevated risk.
Hypoglycemia is one of the most common adverse drug events leading to emergency department visits and hospitalizations, 6 even though most hypoglycemic episodes are never brought to medical attention. Depending on severity and duration, hypoglycemia may reduce quality of life and cause traumatic accidents, cognitive dysfunction, and death. Ensuring that low-income patients using hypoglycemic medications have reliable access to food is therefore an important patient safety issue that clinicians in safety-net settings should consider when patients report frequent hypoglycemia. Clinicians should consider "food insecure" any patient who agrees that in the last year "we worried whether our food would run out before we had money to buy more" or "the food we bought just didn't last and we didn't have money to get more." trol as measured by high HbA 1c levels, to our knowledge, ours is the first to report on hypoglycemic episodes. The higher HbA 1c levels we observed in foodinsecure compared with food-secure participants suggests that tighter glycemic control does not explain the increased hypoglycemia risk associated with food insecurity. Although it may appear contradictory that food insecurity is associated with both hypoglycemia and hyperglycemia, there are several potential explanations. First, lengthy episodes of food adequacy, during which blood glucose levels may run high, are often followed by brief episodes of food scarcity.
8 Second, clinicians may relax glycemic targets when patients encounter frequent or severe hypoglycemic episodes. Such relaxation of glycemic targets may be appropriate for some patients. However, screening low-income patients who report frequent hypoglycemic episodes for food insecurity and providing assistance in obtaining reliable access to food may help reduce socioeconomic disparities in diabetes care and outcomes. 
T
he loss of autonomy among older persons is a major public health issue. In the disablement process model, 1 chronic and acute conditions lead to psychological and physical deficiencies and ultimately to difficulty in performing activities of daily life. In elderly persons, visual impairment is one of the major deficiencies leading to activity limitations and can be caused by either eye trauma or ocular diseases (affecting the ability to receive or process visual information), or by refractive errors (a failure of the eye to focus images sharply on the retina). Refractive errors affect approximately a third of the US and Western European populations. 2 We estimated the proportion of uncorrected refractive errors and the potential improvement in daily life functioning that could be brought about by optimal visual correction.
Methods. The POLA (Pathologies Oculaires Liées à l'Age) Study, described in detail previously, 3 aimed to identify risk factors for age-related eye diseases. The present study included the 1947 persons, 63 years and older, who completed the 3-year follow-up (1998) (1999) (2000) . Participants were administered standardized questionnaires and were assessed for Instrumental Activities of Daily Living (IADL) limitations 4 (participants unable to perform without assistance at least 1 of the 8 activities of the Lawton scale). Eye examinations, performed by 5 ophthalmologists in a mobile unit equipped with ophthalmologic devices, included a measure of distance visual acuity in each eye, with the participants' usual optical correction (or no correction if they did not wear glasses or contact lenses) and then with the best achieved correction determined using objective refraction (RM-A7000; Topcon, Tokyo, Japan) and lenses of varying power. Distance visual acuity was assessed with the Snellen decimal chart and analyzed by extending the World Health Organization taxonomy of visual impairment. "Low vision" (including blindness) and "moderate visual impairment" were defined as visual acuity in the better eye lower than 6/18 and 6/18 to 6/12, respectively. The "unilateral visual loss group" included participants with visual acuity worse than 6/12 for one eye and normal for the other eye and the "normal group" those with 6/6 to 6/12 in each eye.
To assess the proportion of IADL limitations that could be prevented with the use of the best achieved correction, the generalized impact fraction (GIF) of inappropriate optical correction was estimated using equations previously described 5 and stratified by age group (63 to 74 years vs Ն75 years). The age-stratified GIFs were combined using a case-load weighed sum method for an overall GIF.
6 The 95% confidence intervals (CIs) were obtained by bootstrapping.
Results. Of the 1947 participants 3.0% were excluded owing to missing data, leaving 1887 participants (804 men and 1083 women) for this analysis. The median age was 72.3 years (interquartile range, 68.1-77.0), and 10.3% of participants (195) had IADL limitations.
Moderate visual impairment and low vision were much more frequent in subjects with IADL limitations (39.0% vs 23.3% and 24.1% vs 5.6%, respectively) but not unilateral visual loss. Overall, 38.5% of participants had an inappropriate optical correction, which accounted for 64.5% and 50.4% of the cases of moderate visual impairment and low vision, respectively.
The overall GIF, which represents the fractional reduction of activity limitations resulting from changing the usual visual correction to the best achieved visual correction (Table) , was estimated at 20.5% (95% CI, 13.6%-27.9%). We were not able to adjust the GIF calculation for all possible confounders because of sparse data 6 ; however, age was the only obvious confounding factor when we examined the association between vision and activity limitations (ad- 
